Objective: To investigate the early postoperative complications in two different tube ligation methods during the first 3 months in Baerveldt implant surgery.
InTRoDuCTIon
For the treatment of glaucoma, two types of implants for tube-shunt surgery are currently available; a valvetype implant that directs the aqueous humor to the subTenon's capsule immediately after the operation, and valveless-type implant that directs the aqueous humor to the sub-Tenon's capsule after waiting for approximately 1 month postoperative for the capsule formation around the plate. To avoid excessive postoperative filtration, the valveless-type implant requires ligation of the tube at the time of surgery.
In regard to tube ligation, there are currently three available methods: the (1) absor bable ligation method, 1, 3 the (2) nonabsorbable ligation method, 2, 4 and the (3) stent method. 3 Serious complications associated with tube shunt surgery usually occur within the first postoperative month. 12 Thus, the purpose of this present study was to retrospectively investi gate and compare the complications and surgical outcomes of the absorbable ligation method and the nonabsorbable ligation method for the treatment of glaucoma during the first 3 months after surgery, i.e. the early postoperative period. 
METHoDS

Study Design and Patients
Surgical Technique
After making a fornix-based conjunctival incision at the inferior or superior position, the Tenon's capsule and sclera were exposed to identify two adjacent rectus muscles. After determining the area where the plate would be installed, 0.04% Mitomycin C was applied to that area for 3 minutes and then washed away. The plate was then installed under the two adjacent rectus muscles and fixed with 8-0 nylon suture. In group A, the tube was completely ligated at the distance of 5 mm before the plate using 8-0 polyglactin suture. The tube was fixed at 3 places on the sclera using 8-0 nylon suture, and 3 Sherwood slits were then created using the 8-0 polyglactin needle. The penetration of the tube was made with width of 1.5 to 2 times of the needle. The tube was then inserted into the anterior chamber from either the 6 or 12-o'clock position after making an introduction hole for the tube at the distance of 1.5 mm away from the limbus using a 23-guage needle. In group B, the tip of the tube was ligated using 7-0 nylon suture, inserted into the anterior chamber from either the 6 or 12-o'clock position, and then fixed at 3 places on the sclera using 8-0 nylon suture. 5 The tube was then covered with preserved sclera and the conjunctiva was then sutured in both methods. Success or failure of the surgical outcome was defined as follows: at least 20% reduction of IOP and an IOP > 6 mm Hg and < 21 mm Hg was defined as a definite success; at least 20% reduction of IOP or an IOP > 6 and High myopia: -6.00 diopters and more < 21 mm Hg was defined as a qualified success, and an IOP < 5 and > 25 mm Hg was defined as a failure. The tube release time in group A was defined as the point of time when the IOP dropped more than 6 mm Hg from the previous IOP.
Statistical Analysis
All statistical analyses were performed using R software version 2. Table 2 .
No statistically significant differences in success rate were found between the two groups; i.e. 24 eyes (80%) in group A and 53 eyes (74.6%) in group B (p = 0.705, Table 3 ). More over, no statistically significant differences related to plate size were found between the two groups (p = 0.075, Table 4 ). At 3 months postoperative, ocular hypotension occurred in 1 eye in group B. No statistically significant differences in ocular hypertension were found between the two groups during the 3 months Graph 1: The time of tube release during the 3-month postoperative period following Baerveldt implant surgery postoperative, however, it tended to occur less often in group A (46.7%) than in group B (67.6%) (p = 0.073). In addition, no statis tically significant differences in the rate of CCD (as observed by AS-OCT) was found between the two groups at 3 months postoperative, yet it tended to be lower in group B (2.8%) than in group A (10.0%) (p = 0.154). Except for 1 eye in group A, CCD was observed only in the extremely periphery in all cases. Kissing choroidal detachment was observed in the posterior pole in 1 eye in group A. Other postoperative complications included shallow anterior chamber in 1 eye and tube occlusion in one eye in group B. As for the eye with shallow anterior chamber, plate exposure occurred after massaging the eye due to uncontrolled IOP after releasing the tube ligation. As for the tube occlusion, the inflammatory products developed on the tip of the tube at 7 weeks postoperative. As ocular hypertension occurred at the 11th postoperative week, removal of the tissue that developed on the tip of the tube was subsequently performed.
JOCGP
In both groups, the tube was mostly released in approximately the 5th postoperative week. The mean post operative time of tube ligation release was 6.9 weeks in group A and 6.3 weeks in group B (Graph 1) (p = 0.6044). Since, tube release was performed with a laser in the nonabsorbable ligation cases, the IOP did not decrease immediately after releasing and some cases needed a few days until the IOP decreased. In eight eyes in group A, the time of the tube ligation release was not detected due to not being able to observe the greater than 5 mm Hg drop in IOP at the successive follow-up periods. Tube ligation was not released in 22 eyes of group B during the observational period because the postoperative IOP remained good (Table 5) .
DISCuSSIon
In the absorbable ligation method, the tube is ligated with 8-0 polyglactin suture and the tube is expected to release naturally within 4 to 6 weeks after the surgery. This method has the advantage of escaping ocular hypertension due to the Sherwood slit 6 being made, however, the time of tube release cannot be controlled or adjusted.
On the other hand, in the nonabsorbable liga tion method, the tube is ligated with nonabsorbable suture and the tube is manually released by laser suture lysis (LSL) at the appro priate time. However, the nonabsorbable ligation method has some disadvantages, as the ligature knots make it difficult to insert the tube into the anterior cham ber 5 and the Sherwood slit effect is not available for this method. The rates of ocular hypotension during the first 3 months postoperative did not differ in both groups, yet CCD tended to occur more often in group A (group A: 10.0%, group B: 2.8%, p = 0.154, Table 3 ). Kissing choroidal detachment was observed in 1 eye in group A. We theorized that the tube ligation probably released around the 5th week postoperative in that eye, but the patient continued taking antiglaucoma medications even after tube ligation release. The CCD was refractory and still existed in the 3rd postoperative month.
No statistically significant differences in ocular hypertension were found between the two groups during the 3 months postoperative period, however, it tended to occur more often in group B than in group A (group A: 46.7%, group B: 67.6%, p = 0.073, Table 3 ). The higher incidence of ocular hypertension observed in group B may be due to the fact that the Sherwood slit effect is not available when using the nonabsorbable ligation method.
Plate size may have an influence on the effectiveness of tube surgery. 7 In our study, different plate sizes of BG 250 and 350 were unevenly selected for use in group A and, in group B, which may have affected the IOP lowering effect in both groups. However, recent studies have shown no significant difference between BG 250 and 350 with regard to complications which affect the results and the long-term outcome. 8, 14 In 22 cases (30.0%) in group B, the tubes were not released, even at 3 months postoperative, due to the IOP being well-maintained. In cases of uveitis 9,10 and high myopia, 11 a natural release of the tube ligature is unfavorable, as it is more possible for ocular hypotension and choroidal detachment to occur after the tube releases. In addition, if the patient's conjunctiva is thin or is incised near the plate, leakage of aqueous humor may occur or the plate may become exposed through the incised conjunctiva after the tube ligation release. Therefore, it may be better to select the nonabsorbable ligation method in such cases. When LSL is used to manually release of the tube, it is sometimes experienced that the tube is not completely released just after the procedure. This may be because the Baerveldt tube is soft and has poor shapememory, unlike that of a Molteno tube. In addition, the Tenon's capsule must be lifted by aqueous humor in order to form a bleb over the Baerveldt plate. This is possibly the reason why the IOP does not become lower immediately after the tube is released. The findings of the tube vs trabeculectomy (TVT) study reported by Gedde et al showed that after 5 years of follow-up, the most prevalent postoperative complications were choroidal effusion (16%), persistent corneal edema (16%), and shallow or flat anterior chamber (11%). 12 In the Ahmed Baerveldt comparison study reported by Budenz et al, the numerous postoperative complications included a shallow or flat anterior chamber (23%), hyphema (18%), and tube obstruction (14%). 13 In this present study, we found serious choroidal detachment (0.99%) in group A, and a shallow anterior chamber (0.99%) (due to suture separation of the conjunctiva after eye massage) and tube obstruction (0.99%) in group B. The tube obstruction observed in the 1 eye in group B was due to the proliferative tissue, which may be caused by an inflammatory reaction resulting from tube-to-iris contact. In summary, the findings of this study showed no significant differences in the postoperative outcome between eyes that underwent the absorbable ligation method and those that underwent the nonabsorbable liga tion method. However, CCD tended to occur at a higher rate in the absorbable ligation method and ocular hypertension tended to occur at a higher rate in the nonabsorbable ligation method. Thus, these results indicate that the absorbable ligation method should be avoided in eyes with uveitis and high myopia which have a higher risk of postoperative ocular hypotension, in eyes with thin conjunctiva, and in eyes which require a conjunctival suture near the plate. On the other hand, the nonabsorbable ligation method should be avoided in eyes with advanced glaucoma with severely deteriorated visual function, because the Sherwood slit effect is not available with that method. It may be important to select the tube ligation method according to the abovementioned eye-specific circumstances, yet further study is needed in regard to complications, associated with the two different ligation methods in the long-term postoperative period.
